The main objective of this project was to develop and test a supervision instrument and corresponding guidelines to collect information about postabortion care (PAC) services and to provide constructive feedback to service providers and program managers. The instrument and guidelines were designed to be used by technical supervisors to monitor performance and engage providers in continuous quality improvement of PAC services.
SUMMARY
The main objective of this project was to develop and test a supervision instrument and corresponding guidelines to collect information about postabortion care (PAC) services and to provide constructive feedback to service providers and program managers. The instrument and guidelines were designed to be used by technical supervisors to monitor performance and engage providers in continuous quality improvement of PAC services.
Specific project objectives were: 1) to review, analyze and compare existing supervision practices and models of postabortion care, 2) to adapt the best practices of existing materials into one single instrument and set of guidelines that can be used by external and internal supervisors without extensive investment of staff time or changes in the data collection forms, 3) to test the improved supervision instrument, 4) to conduct a qualitative evaluation of the effectiveness of the supervision instrument in improving and maintaining quality of PAC services provided at selected hospitals, and 5) to make recommendations and suggest best practices to supervise PAC services.
As part of the project activities, existing postabortion care supervision practices were reviewed and analyzed, and, during a one-week workshop in December 2002, an international technical committee produced a first version of the instrument and guidelines. These materials were tested during a four-month period, and several limitations were identified at that time. Problems encountered in the use of the instrument were similar to those observed for other existing materials: the instrument was too long to be used during short-term supervision visits; it did not differentiate well between problems related to the overall quality of health services in general and the problems related to postabortion care services in particular; and several items did not allow unique answers or were too subjective to provide valid responses.
A group of technical advisors met in Mexico City in May 2003 to develop a second version that focused on the essential information needed to monitor quality of PAC services and use instructions for a supportive supervision process. The supervision procedure is described in Appendix 2 of this report: "Guidelines for Supervising Postabortion Care (PAC) Services: A Constructive Approach."
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I. INTRODUCTION
Monitoring and supervision are essential to successfully implement and sustain postabortion care (PAC) programs. Although the importance of supervision is widely acknowledged, in practice supervision is rarely conducted in a systematic manner and with the technical orientation that it requires. This issue is important because without strong supervision practices, even successful interventions can weaken or be dismissed over time.
The present project aimed to address this problem by developing, testing and evaluating a supervision instrument and corresponding guidelines for use by technical supervisors of service delivery organizations. These tools assist managers to monitor performance and continuously improve the quality of service delivery processes using supportive supervision as the basis for problem detection and solution.
II. OBJECTIVES
The project objectives were the following:
1) To review, analyze and compare existing supervision practices and models of postabortion care
2) To adapt, expand and improve existing PAC supervision practices into a single integrated and easy-to-use instrument 3) To field test the improved supervision instrument
III. ACTIVITIES CONDUCTED
Staff from the Population Council's Frontiers in Reproductive Health (FRONTIERS) program conducted a review and analysis of existing postabortion care supervision practices and prepared a preliminary draft of the supervision instrument and guidelines. The members of an international technical committee reviewed these materials. During a oneweek workshop held in December 2002, they discussed the goals of supervision and best supervision practices according to the literature and their own experiences. Based on these discussions, they made extensive modifications to the draft instrument and guidelines. The modified version was tested during a four-month period, and several limitations were identified at that time. Considering the recommendations that emerged from the field test, a group of technical advisors met in Mexico City in May 2003 to develop a second version of the instrument and guidelines that focused on the essential information to monitor the quality of PAC services and how to use the data gathered as part of a supportive supervision process.
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The following sections describe how these activities were conducted.
Selection of Participating Hospitals and Formation of a Technical Committee
Researchers selected Bolivia, Guatemala and Mexico as the countries where the project activities would take place. Local reproductive health authorities, Cooperating Agencies, and FRONTIERS country staff selected one hospital in each country. The main criteria for selection was the agreement of the hospital and Ob/Gyn directors to conduct project activities such as participating in meetings, testing the supervision instrument, collecting data and preparing reports. Other criteria were that the hospitals had PAC programs for a minimum of three years, had an average caseload of about five postabortion care patients admitted per day, and had a reputation for providing reasonable quality of care.
The hospitals selected were the Hospital Materno-Infantil German Urquidi in Cochabamba, Bolivia, the Hospital General San Juan de Dios in Guatemala City, and the Hospital Iztapalapa in Mexico City. These hospitals are similar in size and number of postabortion cases attended to every year. Although all three units have more than three years of experience in postabortion activities, the hospitals in Bolivia and Guatemala have had a more sustained and organized program than the hospital in Mexico.
A technical committee was convened to help review and improve existing materials, test the instrument, and disseminate project results and products. The members of the technical committee included two representatives from each of the three hospitals, an international expert on postabortion issues, the project consultant and the FRONTIERS project monitor.
Review of Existing Instruments, Models and Experiences, and Development of Draft Instrument and Guidelines
FRONTIERS staff examined, analyzed and compared existing supervision practices and models of postabortion care programs. To conduct this review they used Internet resources, interviewed agency representatives, and conducted bibliographic reviews of available materials. Appendix 1 presents a detailed description of the process and results achieved in this literature search and review, and the conclusions obtained. Based on the materials reviewed, project staff prepared a draft of the supervision instruments and guidelines for the new expanded and updated PAC model. As such, the instrument and guidelines were the first attempt to supervise, monitor, and evaluate the five elements of the full model. The results of the literature review and of the draft of the materials were sent to the members of the technical committee for their appraisal. detail the draft of the instrument and use guidelines, and prepared a work plan for the implementation of the project.
Workshop to Improve First Version of the Supervision Instrument and Guidelines
The group concluded that supervision practices in PAC programs remain informal, disorganized and unsystematic. They are informal because they lack explicit norms and guidelines. They are disorganized because supervision is conducted on a discretionary basis. They are unsystematic because they are highly dependent upon the supervisor's preference at the moment of the encounter with the service provider. Other postabortion care monitoring and supervision problems that workshop participants observed were lack of adequate instruments to conduct supervision visits on an organized basis, lack of guidelines for supervisors on how to conduct supervision visits and train personnel in-service, and lack of organizational mechanisms to assign roles and responsibilities to all personnel working in wards where postabortion services are provided.
Workshop participants compared the first draft of the supervision instrument and use guidelines with the other instruments and best practices identified in the literature review and made extensive modifications. Collaboration among all of the participants was excellent, permitting the participants to finalize a revised version of the supervision guide for use in three hospitals beginning in January 2003.
By the end of the workshop, the following was accomplished:
1) Development of a draft instrument that could be integrated directly in the monitoring and supervision of service delivery processes used by hospitals 2) Development of a simplified instrument that allowed supervisors to better understand the needs of PAC service providers and managers 3) Beginning of a process to break down the dependence on external projects and organizations for the development and maintenance of PAC services
Testing the Instrument
After the Guatemala workshop, participants tested the usefulness and effectiveness of the instrument and guidelines in each of the three participating hospitals during a period of four months. Members of the technical committee provided verbal feedback and comments to the FRONTIERS monitor.
The main comments and observations made by the members of the technical committee conducting the fieldwork were the following:
1) The instrument was too long to be used during short-term supervision visits.
2) The instrument did not differentiate well between problems related to the quality of health services provided in general and problems related to postabortion care quality in particular.
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4) The range of topics covered in the first version did not allow the supervisor and the health team to set priorities and concentrate on one or more areas of improvement, nor to translate the supervision visit into a clear work plan for the following supervision period.
5) It took too much time to probe all the areas included in the supervision instrument, and little time was left to discuss technical and programmatic matters with service delivery personnel.
6) The supervision instrument did not differentiate well among authority levels and thus did not lend itself to assigning roles and responsibilities for problem solving.
Second Technical Meeting and Revised Version of the Supervision Instrument
After the first four months of field-testing, it was clear to the members of the technical committee that further modifications and changes were required to make the instrument more targeted, focused and easy to use. In May 2003, five members of the technical committee met in Mexico City to review the first version of the instrument and guidelines again. During this meeting, a second version of both instrument and guidelines was developed. The purpose, objectives and contents of the supervision instruments were reviewed and clarified. Each question and section was evaluated in terms of its relevance to internal and external supervision, its language and its reliability. Questions that were addressed throughout the meeting included the following: How is this information used in the supervision process? Does this question provide answers with programmatic implications? Does it repeat or duplicate previous questions? Is this the simplest possible way of asking this question? Is a direct question the best technique to find out the actual situation? Based on this thorough review of each question, participants developed a second version of the supervision instrument and guidelines.
The second version reduced substantially the number of items to be evaluated during supervision visits, and thus made more realistic the scope of work of the supervisor. It created a clear distinction between external and internal supervision, so that the areas of responsibility of the different levels of authority were clearer. It focused on postabortion care and left aside problems related to the overall quality of health services provided by hospitals and clinics. The questions asked were clear-cut and avoided matters of opinion, so that the supervision process was based on facts and observations, rather than opinions and self-assessment made by service providers. The range of topics included enabled teams of health workers to define priority areas for improvement, which could easily be translated into work plans to be implemented during the following supervision period. The second version also made clear distinctions between levels of authority, therefore allowing program administrators and health workers to have clearly defined responsibilities.
The main advantages of the revised supervision instrument over prevalent supervision practices are that it makes supervision more focused on substantive service problems, provides a framework to analyze problems one at a time, provides guidelines to discuss each problem with the relevant staff members, allows the supervisor to develop improvement plans that are proposed by workers who will implement them and, in general, makes supervision more focused on problem-solving than problem-identification. The number of items included is substantially smaller than those in the first version and in other instruments previously developed. It also takes a more qualitative approach toward supervision, a fact that was appreciated by participating managers. Appendix 2 includes the English language version of the instrument and guidelines as developed in this meeting, the main product of this project.
IV. RECOMMENDATIONS FOR FOLLOW-UP WORK
The supervision instrument and guidelines still need to be field-tested so as to observe if they are effective in helping improve the services received by clients, as well as program management. CIESAR is currently conducting a test of the guidelines in Guatemala and will be able to provide information that will help to produce an improved version.
Beyond this, it is recommended that budget and time provisions be made to allow staff in participating hospitals to be involved in efforts to periodically evaluate service provision. Hospital staff included project were too busy to sustain participation in a time-demanding activity such as the one conducted. Available supervision strategies rely on widely accepted managerial principles. For example, Quality Improvement (QI) strategies, such as COPE, include expectations, motivation, environment, knowledge and supervision as factors affecting performance. Within this approach, supervision is only one of several factors, and its role is to monitor and control processes. The main role of supervision in this approach is to identify operational problems and provide feedback to administrators.
In 2000, WHO released a guide for management of complications in pregnancy and childbirth. This manual, however, does not include norms to conduct supervision of postabortion services.
There are some country-specific initiatives to improve services through supervision. For example, in Bolivia, supervision was improved through the creation of regional and facility-level PAC program coordinators. Program coordinators oversee the routine provision of PAC services, supervise providers' MVA techniques, and ensure the maintenance of the MVA equipment as well as the supply of family planning commodities. In Nepal supervisors of public health services received a one-day PAC orientation/training. By training a critical mass of supervisors, they found it was possible to conduct systematic supervision in previously unsupervised settings.
In Kenya an innovative system of public and private sector collaboration was established in which supervisors from the public sector work with private sector nurses who provide PAC services. This linkage aims to improve the quality of PAC services and to create a network of providers to exchange ideas and share resources.
Review of Contributions by CAs
The following sections describe the main or most recent contributions by CAs working in this field.
JHPIEGO
Among JHPIEGO's extensive literature on postabortion care, a key reference is "Performance Improvement: Developing a Strategy for Reproductive Health Services" by Nancy Caiola, MPH and Richard L. Sullivan, PhD, based on the manual "Postabortion Care: A Reference Manual for Improving Quality of Care." This manual developed a training system capable of producing qualified pre-service education faculty and in-service trainers. The manual is a learning package that includes service delivery guidelines to train healthcare providers. JHPIEGO's approach is to improve participants' knowledge, attitudes and skills. Also relevant for the analysis were "Essential Elements of Expanded Postabortion Care: An Expanded and Updated Model," 2002, (Postabortion Care Consortium), the "Checklist for Postabortion Care Clinical Skills," and the "Checklist for Postabortion Family Planning Counseling Skills."
One important contribution by JHPIEGO is the adaptation of learning packages to an onthe-job training (OJT) format ("JHPIEGO Adapts PAC Learning Package to Structured OJT Format," December 1999). Because postabortion care services are centered on a medical emergency that cannot be scheduled, the structured on-the-job training approach is ideal for PAC. It can be implemented effectively in a traditional OJT model, in which service providers from the OJT training site or nearby sites follow a self-paced program. This approach can also be used in a situation where service providers travel to the OJT site from more remote sites for a fixed training period. In the latter situation, the OJT package can enhance training flexibility. This model enables small numbers of participants to attend and maximizes clinical opportunities without putting an undue burden on the trainers from the training site. ( Training supervision includes simulation skills practice, case studies, role-playing, discussions, clinical practices, on-site observation, specific measurable objectives, Developing a Supervision Instrument for Postabortion Care in Guatemala, Bolivia and Mexico knowledge, attitudes and skills checklists, and exercises for the development of action plans.
Module 11 of this series, titled "MVA for Treatment of Incomplete Abortion," aims to prepare health workers to counsel women who come to a facility for treatment of an incomplete or septic abortion and to assess and manage the complications. It includes information on preparation of MVA equipment, infection prevention procedures, processing MVA equipment for reuse, pain control, the MVA procedure, management of complications of the MVA procedure, and the introduction of comprehensive PAC services in a clinical setting.
The 
EngenderHealth
EngenderHealth trains program staff to monitor and evaluate PAC programs, to ensure long-term supplies of equipment, to provide client counseling, to use on-the-job learning principles, and to control costs. According to EngenderHealth sources, they have created or redesigned PAC services at more than 100 sites in 10 countries-Colombia, the Dominican Republic, Egypt, Indonesia, Kenya, Myanmar, the Philippines, Senegal, Tanzania, and Uganda.
In the Philippines, EngenderHealth collaborated with the Department of Health to foster support for a national program to introduce postabortion care services. This opened the door for the first-ever nationwide PAC training in the Philippines for doctors and nurses in clinical skills, counseling, family planning, and infection prevention. In Turkey and Vietnam they developed PAC family planning programs, and in India they are addressing community-level PAC needs.
In February 2003 EngenderHealth released a new training guide for counseling postabortion clients: "Counseling the Postabortion Client: A Training Curriculum," which includes supervision practices and recommended practices. The trainer's curriculum was designed to make counseling an integral part of comprehensive postabortion care (PAC) services. The new curriculum was developed based on a needs assessment and review of existing postabortion counseling literature and models conducted by EngenderHealth. The guide was field tested in several countries. The resulting research concluded that traditional postabortion counseling tends to focus primarily on the provision of family planning information and methods and lacks emphasis on emotional support and communication. In response, the training guide was designed to expand the realm of traditional PAC services by teaching crucial skills needed to improve communication between providers and clients. The system helps hospitals determine the requirements for upgrading facilities and for training to improve the provision of postabortion care. The tool may also be used to evaluate the change in postabortion care services (equipment, supplies, infrastructure and procedures) before and after program implementation to improve postabortion care.
These guidelines were developed using methodology similar to the situation analysis of family planning developed by the Population Council to obtain detailed data on the serviceDeveloping a Supervision Instrument for Postabortion Care in Guatemala, Bolivia and Mexico delivery environment for family planning and to describe the availability, functioning and quality of family planning services for clients at the grassroots level (Robert Miller, Andrew Fisher, Kate Miller, et al 1997; Mensch, 1994 World Health Organization WHO's strategy in this area is to generate evidence to assist in the development of programs and policies. This includes the compilation of data on the incidence of unsafe abortion and abortion-related mortality and morbidity. It also conducts research on priority issues regarding the determinants of abortion and, especially, unsafe abortion. In addition, WHO sponsors biomedical research to develop improved methods of abortion as well as epidemiological research to investigate the obstetric sequelae of non-surgical abortion and the link between induced abortion and subsequent pregnancy outcomes. WHO has developed a number of practical guidelines on management of abortion complications and on abortion and postabortion care and has also prepared training modules on incomplete abortion management for midwives and a guide for midwives and doctors on managing complications of pregnancy, including those due to abortion. 
WHAT IS POSTABORTION CARE (PAC)?
Postabortion care is:
• An approach for reducing morbidity and mortality from complications of unsafe and spontaneous abortion • Improving women's sexual and reproductive health and lives
The World Health Organization (WHO) defined unsafe abortion as "any procedure for terminating an unwanted pregnancy (carried out) either by persons lacking the necessary skills or in an environment lacking minimal medical standards, or both…" Spontaneous abortion is defined as "the loss of a fetus during pregnancy due to natural causes…before fetal development has reached 20 weeks…The term spontaneous abortion refers to naturally occurring events, not elective or therapeutic abortion procedures." (Department of OB/Gyn at University of Pennsylvania Medical Center; MAQ Exchange) According to the WHO, in 1995 there were approximately 20 million unsafe abortions, leading to approximately 70,000 deaths (Ahmand and Iqbal, 2002; WHO, 1997; IPPF, 2002) . The estimated global proportion of maternal deaths due to complications of abortion is 13 percent, but in Latin America is as high as 21 percent (WHO, 1998) . In countries like Bolivia, Guatemala and Honduras, complications of abortion are the leading cause of maternal mortality, especially among indigenous and rural populations (WHO, 2000) . Between 38 and 68 percent of deaths occur among women less than 20 years of age. For every woman who dies from unsafe abortion, 10 women suffer morbidity.
II. WHY IS PAC AN IMPORTANT INTERVENTION?
PAC is essentially an emergency care service: An underlining source of unsafe abortion is the unmet need for contraception to delay, space or limit pregnancies. High unmet need for methods to prevent sexually transmitted infections (STIs) including HIV further complicates the problem of unsafe abortion.
III. HOW IS PAC DEFINED?
Postabortion care is a term now widely used and understood to include the following elements: A conceptual framework developed by PRIME (Ghosh et al, 1999) postulates that the quality of care of the above components can be assessed in terms of: 
Element

MONITORING AND SUPERVISION
• Monitoring is the analysis and follow-up of a program's main indicators. The objective of conducting monitoring activities is to evaluate the performance of a PAC program and its components.
• Supervision is the utilization of monitoring results to 1) identify a program's areas of improvement, 2) determine the origin or cause of problems or deficiencies, 3) find possible solutions, and 4) establish guidelines to solve problems. For supervision to be efficient, it should include participation at all organizational levels, from top management to operatio staff.
ns
• External supervision, regional or national, is a process through which health regulatory authorities collaborate with the operations staff of a medical unit (i.e. hospital, clinic, health center or post) to determine the extent to which quality norms and standards are being complied with. This process allows a health facility to conduct a self-evaluation, determine the quality of available data, learn about current quality standards, and identify areas of opportunity and the most effective strategies to maintain quality standards.
• Internal supervision consists in a self-evaluation or peersupervision conducted by post-abortion service providers to assess performance, service quality, and determine what resources are needed to maintain quality standards.
The role of supervision in PAC is to help maintain quality on the front line (MAQ, 2003) . 
V. AN ASSESSMENT OF CURRENT SUPERVISION PRACTICES
Frequently, supervision consists of inspection visits, with a strong administrative or social component, aiming to review the number of services provided over a given period. Rarely do supervisors review processes, teamwork, problems encountered or solutions proposed. Supervision is generally episodic problem solving lacking follow-up and continuity.
Hospital-based monitoring and supervision of postabortion services is plagued by several problems, such as the following:
1) Lack of adequate instruments to conduct supervision visits on an organized basis 2) Lack of procedures that inform supervisors how to conduct supervision visits and train personnel in-service 3) Lack of organizational procedures that assign roles and responsibilities to all personnel working in wards where postabortion services are provided Supervision practices in PAC programs are often informal, disorganized and unsystematic. They are informal because they lack explicit norms and guidelines. They are disorganized because supervision is conducted on a discretionary basis. They are unsystematic, because they are highly dependent upon the supervisor's preference at the moment of the encounter with the service provider.
VI. A NEW VISION OF SUPERVISION
A new vision of supervision is focused on outcomes, ideas and strategies for moving forward (MAQ Exchange, 2003) . Under this view, supervision is an ongoing process, not an event.
Take action Supervision is the unifying element in quality control, as it offers operational personnel the direction and support they need to apply directives to their daily activities.
Supervision has undergone interesting changes in the way it is conceptualized. It used to be a synonym for courtesy or inspection visits and for the assessment of findings. Supervision was understood as a means for superiors to control and exercise power, and tended to be directed more toward the supervision and control of personnel and less toward improving teamwork and processes. It was a way to solve problems periodically and was characterized by its lack of continuity. Now supervision is understood as a technical administrative practice that is carried out as processes develop. It is defined as a procedure for research and analysis that has as its objectives the integral development of personnel, facilitating decision-making and improving the quality of services. Both the supervisor and supervisee should be permanently immersed in a teaching-learning relationship, and it should be oriented toward achieving good results.
These new ways of looking at supervision have increased and improved the role of the supervisor in quality management. Traditionally the supervisor takes on the role of inspector and uses verification lists to evaluate the performance of personnel. These verification lists now focus more on questions of quality; they help the supervisor identify specific areas of weakness and allow him or her to provide immediate feedback to personnel.
The current function of the supervisor goes beyond inspection and includes support and orientation for operative personnel. Supervisors can diminish the fears of supervised personnel and develop more trusting relationships. They can also help personnel resolve problems; they can train and motivate employees, provide a link to higher-ranking managers, and act as facilitators or intermediaries, for example by helping obtain training programs, improving infrastructures or providing necessities. When health personnel are seen as internal clients, supervisors provide a more productive focus on supervision.
The concepts of "facilitating supervision" and "team supervision" put in practice these new focuses on supervision. Both link the periodic visits of a supervisor with continual selfimprovement efforts on behalf of clinic personnel. These focuses require supervision visits that last days instead of hours, but the additional time offers supervisors the possibility of improving the quality of attention, rather than simply grading it. In places where a shortage of resources hinders this sort of external supervision, one of the members of the personnel in the unit could take on supervisory functions.
During the visit to a unit, the supervisor not only carries out monitoring tasks such as reviewing records, visiting the unit, observing check-ups and surgical procedures for uterine evacuation (MVA/D&C), interviewing users and so forth. Rather, he or she also has to organize and hold meetings with personnel to talk about areas that need improvement, and establish recommendations and duties in writing with managing and operative personnel in the unit to specify who will correct problems and when actions will be taken. Supervisors need the full backing of the highest-ranking directors in order to help them take on more supportive roles. Organizations have to find a way to reward internal supervisors Developing a Supervision Instrument for Postabortion Care in Guatemala, Bolivia and Mexico who take their quality improvement responsibilities seriously. Training is crucial in teaching supervisors the necessary abilities to solve problems, listen, counsel and train.
Supervision has several stages: 1) Planning. In this stage, expectations for visits are defined. Areas and persons to be supervised are determined, and supervisors set the length of the process and work schedules. They obtain contacts at health units and for key people who should be supervised, establish work rules, and define their internal support and operational logistics.
2) Implementation. In this stage, operative areas are visited, alone or in the company of internal supervisors or chiefs of service to observe attention processes. Techniques and instruments that have been previously selected are applied. Interviews and meetings are carried out with personnel involved directly in the attention process of post-abortion care in order to collect information, listen to complaints, make suggestions for change, identify whether there is enough support, and offer constant feedback and counseling.
3) Evaluation. In this stage, the data and information gathered is analyzed, findings and results are organized and preferably graphed, and recommendations are written. It is convenient to give managing and operative personnel the results of the supervision and the recommendations during a formal evaluation meeting, which allows for the following:
a. To appreciate the progress achieved in goals and objectives b. To rate providers c. To rate the methods used by the supervisor d. To reorient the development of the PAC program e. To sustain the planning and execution of recommendation and follow-up activities f. To establish and define duties
Supervision and Interpersonal Relations
When personnel from the same unit are supervising, it is possible that interpersonal problems may emerge. In order to avoid this, it is recommended that the supervisor should: 1) Have frequent meetings with the members of different departments and sections that intervene in the provision of PAC services 2) Allow people to express their opinions openly 3) Describe functions and responsibilities in a detailed and clear way and preferably write them out for each department (protocols) 4) Establish well-defined procedures (guidelines) 5) Distribute tasks in an equal form 6) Share the success of objectives that have been accomplished Techniques and instruments 8) Chronogram of activities 9) Budget
Characteristics of a good supervisor
In order for the PAC supervision process to be carried out adequately and to obtain the expected results, it is convenient for the person that supervises to have these personal characteristics and follow some of these recommendations:
1) Legitimacy. The person or persons that supervise post-abortion care services should have not only theoretical but also operational experience. This will provide an adequate dimension to findings. It isn't always easy to find a person with in-depth knowledge of the PAC model who has also observed its use or experienced it in a health unit. When the supervisor lacks some of this experience, it is recommended that they have support from another member of the health personnel experienced in the area that he or she is supervising (e.g. community, technique, counseling).
2) Objectivity. From the beginning of the supervision process there should be a fixed plan, valid instruments and a focus on problem solving, not on finding out who is responsible or who is to blame. Supervision should be seen as an opportunity for growth, improvement, and should be based on real and trustworthy information in order to avoid subjectivity as much as possible. If, by chance, the supervisor has an interpersonal conflict with a member of the health personnel, it is advisable that he or she ask for the support of another member of the supervising team or be very precise in his or her observation, as well as careful in registering findings.
3) Respect. The person who supervises should be respectful of the culture, traditions, politics and religion of the area where the unit to be supervised is located. It is advisable to avoid discussions on polemical themes with the supervised personnel and service users, unless it is vital, and the supervisor considers this will benefit
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4)
Integrity. The supervisor must be regarded by others as a person with integrity, with a high sense of responsibility, incorruptible and unbreakable when faced by external or internal pressures.
5)
Firmness. Before emitting a judgment or qualifying a result, the supervisor must be sure of what he or she will say or do, as he or she will have to be firm in order to gain everyone else's respect.
6) Adaptability. The supervisor must be adaptable to changing work conditions, climate, transportation, logistical aspects, and so forth. On occasion it is necessary to improvise, postpone, set back or even suspend the activity and find a better moment in the future. A dose of good humor also helps.
7)
Flexibility. During the supervision process a flexible attitude must be shown, an adequate mixture of compliance and firmness.
8) Participative. It is recommended that during the visit s the supervisor be accompanied by one of the unit's authorities. This will back him or her up whenever he or she points something out or gives an opinion to operative personnel. It is recommended that they comment on some of the findings, particularly on the negative ones, and find out opinions and listen to explanations. At the same time, when positive situations are found, the managers must also be involved, as this will motivate them and make them more involved in quality processes. Before final results are given to directors, it is recommended that they carry out several formal and informal meetings with PAC personnel in which findings and results are taken into consideration and rated.
9) Open to change. The supervisor must have, as one of his or her objectives to propose changes that emerge from findings, to improve quality of attention to users and working conditions for health personnel. He or she should also express his or her satisfaction for the work accomplished.
10) Non-punitive. Supervision as a means of punishment, revenge or reprisal should be avoided as much as possible.
11)
Timely. This does not mean superficiality in the supervision process, but rather that the supervision will allow for the main problems to be identified, providing feedback in order to reorient processes at the least possible cost and in the shortest possible time-frame, and proposing the best solutions.
12) Motivational. Supervision processes can occasionally be painful, be it for the supervisor or the supervisee, due to the negative results that are at times found. Even in these cases, however, it is feasible to find ways of transforming these results into a source of motivation in order to reach improved levels. This implies recognizing other people's efforts in a fair manner.
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VII. PAC SUPERVISON PROCEDURE
The supervision procedure consists of a sequence of information sharing, reporting, evaluating and planning steps involving external and internal supervisors, as well as medical unit directors, administrators and service providers at all levels.
The process is initiated by an external supervisor, who is a national or regional officer responsible for providing quality PAC services. At least one month in advance of the supervision visit, the external supervisor requests key information from the hospital or clinic. This information includes: number of abortion cases attended, treatment used, number and proportion of women provided PAC who received family planning counseling, contraceptive prevalence rate upon hospital discharge, opinions of women about the care they received, and any problems encountered in service provision. The following sections of this manual describe the data collection forms and instructions that may be used to request the relevant information on these indicators. Often, hospital directors do not provide most of the information requested. This creates an opportunity to discuss the need to establish a postabortion care improvement program involving personnel at all levels.
With the information provided by the hospital, the external supervisor will prepare a one or two day supervision visit. Because the external supervisor has national or regional responsibility, it is unlikely that he or she will have more time to devote to each hospital or clinic.
During the one or two-day supervision visit, the external supervisor will interview the: 1) Hospital or clinic director 2) Internal supervisor in charge of PAC services or staff responsible for OB/Gyn or emergency services 3) Service providers who have contact with postabortion patients To conduct these interviews, the external supervisor will use the semi-structured questionnaires included in this manual. The purpose of these questionnaires is to guide the interviews towards the identification of potential problems affecting PAC services and possible solutions. Questionnaires are not designed to be analyzed statistically, but to conduct a qualitative appraisal. The relevant outcome of such questionnaires is the identification of problems and solutions.
Upon identification of problems and possible solutions, the role of the external supervisor is to help develop work plans to implement the solutions proposed. Different methodologies may be used to develop such work plans and it is a matter of managerial approach to translate the solutions proposed into realistic work plans.
A key to successful supervision is to discuss different sorts of problems and solutions with the relevant level of authority within the medical unit, as follows: 1) Hospital or clinic policy and norms. For example, whether or not there are community-oriented activities aiming to prevent abortion, or whether or not postabortion care is a priority at the hospital. These topics should be discussed with hospital directors or administrators.
2) Organizational issues. Financial support, procurement, availability and accessibility of rooms, space use within medical unit, and training needs. These issues may be discussed with the internal supervisor or staff responsible for OB/Gyn services or a designee.
3) Operational problems: Logistic issues, training needs, attitudinal problems, technical competence, problems and deficiencies in patient care. These issues may be discussed with service providers who have direct contact with patients. 
